Maternal cigarette smoking has been found to be consistently and strongly associated with decreased birth weight, since the association was first reported by Simpson,' but although the relation of cigarette smoking to perinatal mortality is of considerable magnitude, and present in most populations studied,2 it is not universal (D Rush et al, unpublished data) . The most important factors which appear to modify the relation between maternal smoking and perinatal outcome are maternal weight gain,34 diet56 and social status24 (D Rush et al, unpublished data) . The data of the 1970 British births cohort7 8 allowed us to re-explore the interrelation of smoking, social class, birth weight, and perinatal mortality in the total population of births in Britain born 5-11 April 1970. This re-exploration was particularly appealing since so much of our understanding of these issues was gained from the study of all births in Britain in one week in March 1958.1 '°On reanalysis of the data of the 1958 study we found that in social classes I and II the excess perinatal mortality associated with cigarette smoking was 12*9%, whereas it was over 40% among those of lower social class.2 Thus we were eager to see if this pattern was reflected in the outcome among children born 12 years later.
Methods
The mothers of almost all children born in Britain from 5 to 1 1 April 1970 were interviewed by 249 midwives in the immediate postpartum period, and in addition to information on marital status and on the current and past pregnancies women were asked if they ever smoked, how much, and, if they were no longer smoking when they had stopped. Thus current smoking refers to the few days immediately postpartum.
Social class was coded according to the Registrar General's 1970 classification. Details of the survey have been reported previously.7 I We here report on analyses on all singleton births for whom there were valid data on birth weight, perinatal mortality, social class, and smoking (n = 16 688). Multiple regression analyses were performed using the statistical package for the social sciences (SPSS). (table 1) Of all women delivering singletons in this survey, 41-3% reported smoking at term. Rates differed remarkably by social class, particularly for those smoking more than four cigarettes a day among whom effects on the fetus were greatest. In social class I, 15-4% of women were smoking five or more cigarettes a day at term, as were 46 0% in social class V. Conversely, 71 6% of women in social class I were not smoking at conception, with a regular gradient from social class I to social class V; only 43% of women of social class V began pregnancy not (table 7) Multiple regression analysis was used to adjust for possible confounding factors (age, height, gravidity) in the relation between cigarette smoking, social class, and perinatal mortality, and as a method to test the statistical significance of these relations. Given the results of tabular analysis (table 6), social class was coded as non-manual (I, II, III non-manual) or manual (III manual, IV, V), and those smoking five or more cigarettes a day throughout pregnancy were contrasted with all others. After controlling for age, height, and gravidity the rate for the non-manual group was 3*6/1000 lower than that of the manual group (ns), 216/1000 lower than for those not married (F = 16-6, p<0001), and 6-8/1000 less than for married women who could not be classified (ns). When smoking was entered in the regression analysis before the social class variables, the relation with smoking was significant at entry into the analysis (R2 = 0.0007, F = 11-7, p<0-0001).
Results

SMOKING AND SOCIAL CLASS
The interaction between smoking and manual v non-manual social class (table 7c) did not quite reach the 5% level of significance (F = 3.7). The result was not appreciably changed by controlling for age, gravidity, or height: excess perinatal mortality among the offspring of married women who could be classified for social class was restricted to those who both smoked and whose husbands were in the manual classes. When smoking was entered after the social class variables, the amount of variance accounted for by smoking fell to R2 = 0-0005, which was still highly significant (F =8-9, p<0001). The difference between manual and non-manual groups dropped from 3-6 to 2-7 per 1000 after controlling for smoking; while these differences were not significant, a quarter of the social class difference was accounted for by differences in smoking habit.
Discussion
There was a strong association between smoking and social class. At term, 48-5% of unmarried women, 46.0% of women in social class V but only 15-4% of women in social class I were smoking five or more cigarettes a day (table 1) . Thus analyses separately relating social class or smoking to perinatal outcome could be severely confounded by the other, interrelated. independent variable.
While social class and smoking were strongly related, the relation of smoking to birth weight in this population did not differ widely across social class, against our expectations. Thus, given similar amounts smoked, there were similar decrements in birth weight. We had noted less effect of smoking on birth weight among upper social class women in the 1958 cohort,"1 but no data were then available on the amount smoked, and since upper social class smokers in that survey might be presumed to have smoked fewer cigarettes than lower social class smokers, the difference in amount smoked may account for this seeming discrepancy. Thus whatever the mechanism for the depression of birth weight by maternal smoking, it appears to be little modified by social status at equivalent levels of smoking, parallel to the experience in our analysis of the Jerusalem perinatal study (D Rush et al , unpublished data) .
In contrast, the effects of smoking and social class on perinatal mortality were highly interrelated. While numbers were small the pattern of results was remarkably similar: there was no excess of perinatal deaths among upper social class smokers or among married lower social class non-smokers but a 45% excess among lower social class smokers. Thus neither social class, nor smoking, alone conferred additional risk: both adverse factors appeared to be jointly necessary. This is also similar to the results of many other studies, including the Ontario perinatal study, studied intensively by Meyer12 and recently reanalysed. 4 We are challenged, therefore, to consider why the excess perinatal mortality associated with cigarette smoking appears to be consistently so much greater among those of lower social class. We have hypothesised that it is related to sustained weight gain and nutrition among smokers with greater economic or educational resources. We have tested this hypothesis in our reanalysis of the Ontario data4 and more recently in the Jerusalem study (D Rush et al, unpublished data) , and find, so far, that upper social class smokers, with little or no excess perinatal mortality among their offspring, do sustain their weight gain in pregnancy. Indeed, in Jerusalem, the entire group of smokers had neither depressed weight gain nor increased perinatal mortality.
In our randomised trial of nutritional supplementation in pregnancy we did note that reversal of smoking induced birthweight depression 254 D Rush and P Cassano among heavy smokers who were given food smoking on the fetus,13 placenta praevia, abruptio supplements.5 6 In the population under study here, placenta,"4 
